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FLOURISHING WITH CHRONIC PAIN 
Michelle Taylor 
Antioch University Seattle 
Seattle, WA 
Recognizing the need to include individuals with chronic pain in mainstream well-being 
profiling and to move beyond the debilitating factors inherent in this population, this study aimed 
to understand how individuals with moderate to severe chronic pain experience well-being in the 
light of positive psychology. Guided by the PERMA model, the goal was to track enhancers and 
challenges for well-being in reference to the model’s five components: positive emotions, 
engagement, positive relationships, meaning, and accomplishment. Participants included six 
individuals living with daily moderate to severe chronic pain. One in-depth interview was 
conducted with each participant. Results pointed to overall moderate well-being. Adequate pain 
management, resilience, and positive relationships in participant’s lives appeared as the 
overarching sustainers of well-being, while the loss of control that chronic pain brings to an 
individual’s life was the most challenging issue regarding each participant’s flourishing. 
Emotions were variable, and positively influenced by individual participants’ protective factors. 
Participants were most engaged with loved ones and doing activities that over-rode their pain. 
While relationships were impacted as a result of having chronic pain, each participant had a 
dependable support system. Meaning was built from connections with others, and 
accomplishment included resilience and future goals related to one’s health. Health, a possible 
addition to the PERMA model, was also included in the results: this addition highlighted issues 
affecting participant’s vitality. Implications are discussed in relation to the utility and delivery of 





individuals living in chronic pain. This dissertation is available in open access at AURA: 
Antioch University Repository and Archive, http://aura.antioch.edu/ and OhioLINK ETD Center, 
https://etd.ohiolink.edu/. 
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CHAPTER I: INTRODUCTION 
Chronic pain is a substantial health care problem that can lead to high socioeconomic and 
personal costs. It affects more Americans than diabetes, heart disease, and cancer combined. 
According to the Institute of Medicine (2011), 100 million Americans suffer from chronic pain. 
Furthermore, pain is a significant public health problem that costs society at least $500-635 
billion annually (AAPM, n.d.). Approximately $297–336 billion of this total is due to lost 
productivity based on days of work missed, hours of work lost, and lower wages (AAPM, n.d.).  
In addition to physical disabilities, chronic pain is associated with high levels of 
emotional distress; roughly half of chronic pain patients meet criteria for depression and even 
more experience depressed mood at a subclinical level (Peters et al., 2017).  In a cross-sectional 
study conducted by Salazar et al. (2013), the prevalence of undiagnosed depression in patients 
suffering chronic musculoskeletal pain in a primary care setting was 74.7%. They found the most 
common mood disorder was major depression (49.21%), followed by dysthymia (17.39%), and 
minor depression (17.9%). Moreover, Racine (2017) found individuals with chronic pain are at 
least twice as likely to report suicidal behaviors or to complete suicide as the general population.  
There is an abundance of research focused on the negative factors contributing to poor 
pain outcomes (Torrance et al., 2009), with individuals living in moderate to severe chronic pain 
accounting for the poorest outcomes. Only recently has attention been focused on the protective 
role of positive psychological factors. While psychology has traditionally operated within a 
deficit paradigm and focused on the treatment of people with deficiencies in need of healing, 
Seligman and Csikszentmihalyi (2000) argue that this treatment is insufficient when striving to 
improve the human condition (Asebedo & Seay, 2014). Emulating from this notion, the new 





informing research and treatment surrounding mental illness and human suffering (Seligman et 
al., 2005).  
There is mounting evidence that positive psychological well-being is associated with 
reduced risk of physical illness, and prolonged survival (Steptoe et al., 2009). Given the potential 
benefit of looking at positive psychological factors instead of deficits, the purpose of this study is 
to investigate the well-being of individuals living with moderate to severe chronic pain using 
Martin Seligman’s (2011) PERMA model as a framework. This model consists of five elements, 
for which PERMA is an acronym: positive emotion, engagement, positive relationships, 
meaning, and accomplishment. Pursuing and attaining these five elements ultimately leads to 
greater well-being, and one can flourish as a result (Seligman, 2011).  
Investigating the well-being of individuals with chronic pain is necessary, because there 
is very little research demonstrating how these individuals are flourishing along with their pain. 
There is a significant amount of research focused on the negative outcomes associated with this 
population, and very little research on the positive qualities that these individuals possess and 
utilize to get through each day successfully despite the pain they are in. This study wants to 
change the conversation surrounding how individuals with chronic pain are perceived by 
highlighting their strengths, instead of their deficits. While there are research studies that have 
looked at the psychological well-being and the aspects of hedonic and eudaimonic well-being of 
individuals with chronic pain (Huber et al., 2008; Mangelli et al., 2002; Schleicher et al., 2005), 
no research to date has applied the PERMA model to this population; thus, the results of this 
dissertation will provide a contemporary look of well-being through a positive psychology lens, 
and add further information to the existing body of research pertaining to the well-being of 





Given the need to address the well-being experience of individuals with chronic pain 
through a positive lens and honoring the construct’s multidimensional nature, this study intended 
to answer the following research question: how do individuals with moderate to severe chronic 
pain experience well-being? In order to best answer this question, a qualitative approach was 
utilized. Using a qualitative approach helped to accentuate the voice of individuals with chronic 
pain, and how they experience well-being. Interpretative phenomenological analysis (IPA) was 
the designated research method to analyze the data. Using this method, themes were identified 
and subsequently written up into a final statement that outlined the meanings inherent in the 
participants’ experience. With an in-depth understanding of well-being using the PERMA model, 
this study aimed to uncover grounded and comprehensive well-being enhancing components for 
individuals with chronic pain. These components will be particularly useful for mental health 
professionals and other practitioners working with individuals with chronic pain, as they will 















CHAPTER II: LITERATURE REVIEW 
 The purpose of this study was to explore the well-being of individuals who live in 
moderate to severe chronic pain. First, an overview of chronic pain will be presented. There will 
be information on how it is diagnosed and assessed, the vicious cycle of chronic pain, and how 
life is different for individuals in moderate to severe chronic pain versus mild chronic pain. Next, 
information on the field of positive psychology will be provided. Then, there will be an overview 
of well-being. There will be a brief history of the origins of well-being, which includes the 
hedonic and eudaimonic philosophies. Also, Martin Seligman’s well-being theory and his 
PERMA model will be covered; the specifics of each element of the PERMA model will be 
outlined. Finally, a review of the current research on the well-being of individuals with chronic 
pain will be given as a means to further compel the need for this study. 
Chronic Pain Diagnosis 
Chronic pain affects individuals of all ages, but it is known to mainly affect older adults. 
The most common chronic pain complaints include headache, back pain, cancer pain, arthritis, 
and neurogenic pain. Respondents of a National Institute of Health Statistics survey (Institute of 
Medicine, 2011) indicated that low back pain was the most common (27%), followed by severe 
headache or migraine pain (15%), neck pain (15%), and facial ache or pain (4%); furthermore, 
back pain is the leading cause of disability in Americans under the age of 45.  
While acute pain is a normal sensation triggered in the nervous system to alert you of a 
possible injury, chronic pain is different. Chronic pain persists and pain signals keep firing in the 
nervous system. Pain can be caused by an initial mishap, such as a sprained ankle or serious 
infection, or it can be something ongoing, such as arthritis or cancer; however, some people 





n.d.). The duration of healing depends on the amount of blood flow to various tissues; for 
example, skin should heal in 3–7 days, bones should heal in 6 weeks, and tendons and ligaments 
should heal in three months. When pain persists beyond the normal time of healing or longer 
than three months, it is termed chronic pain (Marcus, 2009).  
 Patients experiencing chronic pain usually notice fluctuations in their pain severity. In 
some cases, pain remains at a moderate level for weeks and then increases to severe pain or a 
pain flare that can last several days to weeks. In other patients, pain severity can fluctuate 
between mild, moderate, and severe numerous times daily. Flares in pain can occur as a result of 
medication withdrawal, stress, increased activity, sleep disturbance, additional injury, or the 
natural physiology of the pain response. While short lived pain flares can be managed with 
nonpharmacological techniques (i.e., physical therapy, stretching, exercises, relaxation, and 
distraction techniques), long lasting flares that continue for more than one day often require 
medication or interventional therapies (Marcus, 2009). 
Assessing Chronic Pain Severity  
Chronic pain affects each person differently. Due to the fact that there are no objective 
measures of pain, patient reports are the primary source of estimates of pain prevalence and 
severity. Two commonly used types of instruments to assess a patient’s pain are functional 
assessments and pain intensity scales. 
Functional assessment instruments assess functional status and disability through the 
recognition of the individual patient’s specific subjective experience of pain and how it affects 
the ability to function in daily life. One of the oldest and most thoroughly researched functional 
assessments is the Oswestry Disability Index (ODI). A strength of the ODI is that it possesses 





weakness of the ODI is that studies have suggested a possible floor effect, whereby extremely 
low scores may not be as accurate as more moderate or high scores. Further, the ODI focuses 
primarily on the physical activities of daily living, with only minimal attention given to 
psychosocial functioning (Gatchel et al., 2006).  
Another functional assessment that has demonstrated strong reliability, responsiveness, 
and validity relative to many other existing measures of functional status is the Pain Disability 
Questionnaire (PDQ). The PDQ was specifically developed for evaluating clinical outcomes in a 
chronic disabling musculoskeletal disorder population, which includes a full array of conditions, 
unlike other instruments which only assess lower back pain or spinal disorders alone. The PDQ 
also incorporates psychosocial variables, which have been shown to play an integral part in the 
development and maintenance of chronic pain disability (Gatchel et al., 2006). 
The four most commonly used pain measures of pain intensity in clinical and research 
settings are The Visual Analogue Scale (VAS), Numerical Rating Scale (NRS), Verbal Rating 
Scale (VRS), and the Faces Pain Scale-Revised (FPS-R; Ferreira-Valente et al., 2011).  The VAS 
is presented as a 10-cm line accompanied by verbal descriptors, with “no pain” at the start of the 
line and “worst pain imaginable” at the end of the line. The NRS is usually an 11-point Likert 
scale, where 0 represents “no pain” and 10 represents “worst imaginable pain.” The numbers on 
the scale are usually broken down as follows: 1–3 represents mild pain, 4–6 represents moderate 
pain, and 7–10 represents severe pain. Additionally, the Comparative Pain Scale, developed by 
Jack Herich of the International Pudendal Neuropathy Association (HOPE, 2014), further breaks 
down the numbers on the NRS and provides specific examples of pain which reflect the 
individual number. The VRS is a list of adjectives used to denote increasing pain intensities: the 





intense pain (Williamson & Hoggart, 2005). The FPS-R is a scale with faces, in which the faces 
represent how much something can hurt: the face on the left side of the scale shows a face with 
“no pain,” and the right-most face shows a face with “very much pain” (Hicks et al., 2001). 
While there is evidence that supports the validity of each measure when assessing pain 
intensity, Ferreira-Valente et al. (2011) conducted a study that compared the measures with 
respect to the critical validity criteria of responsivity. They compared the relative validity of the 
VAS, NRS, VRS, and FPS-R for detecting differences in painful stimulus intensity and 
differences between men and women in response to experimentally induced pain. One hundred 
twenty-seven subjects underwent four 20-second cold pressor trials with temperature order 
counterbalanced across 1 degree Celsius, 3 degrees Celsius, 5 degrees Celsius, and 7 degrees 
Celsius. Each subject then rated their pain intensity using all four scales. Results indicated a 
statistically significant sex main effect and significant differences in pain intensity between 
temperatures for each scale, with lower temperatures resulting in higher pain intensity; however, 
there were relatively small differences in the responsivity between scales. In the end, the most 
support emerged for the NRS as being both most responsive and able to detect sex differences in 
pain intensity (Ferreira-Valente et al., 2011).  
The Vicious Cycle of Chronic Pain  
From an evolutionary perspective, pain is perceived as a threat or damage to one’s 
biological integrity. Pain has sensory and emotional features, which provide information for 
adaptation and survival. While pain serves us well in these respects, disability and suffering can 
occur when pain persists relentlessly (Chapman, 1995). Some individuals who experience 
sustained unrelieved pain suffer because the pain changes who they are as person. At a 





characterized by neuroendocrine dysregulation, fatigue, dysphoria, myalgia, and impaired mental 
and physical performance (Chapman & Gavrin, 1999). This sequence of discomforts and 
functional limitations can promote negative thinking and create a vicious cycle of stress and 
disability (Chapman & Gavrin, 1999). 
 A circular diagram, or vicious circle diagram, is a causal/associative conceptual diagram 
commonly used in health communication to symbolize a cycle of symptoms or behaviors that are 
generally unwanted; further, the symptoms are related through cause and effect (Paradies & 
Stevens, 2005). One specific application of the vicious circle is the chronic pain cycle, in which 
certain activities or lack of exercise can be seen to perpetuate pain. The chronic pain cycle is 
often represented in a circular form accompanied by text labels and unidirectional or 
bidirectional arrows. The circle aims to demonstrate how various activities or events are 
interrelated, often using two-way links. For example, lack of exercise can cause muscle stiffness 
and pain, and equally pain can be the cause of a person not wanting to exercise; in turn, this 
causes a cycle that can be difficult to break. The person in chronic pain can therefore feel trapped 
in a situation that evokes a sense of helplessness, which can perpetuate psychological distress 
and physical disability (Stones & Cole, 2014). Individuals can further suffer when this cycle 
contributes to the inability to sustain productive work, have a normal family life, and have 
supportive social interactions (Chapman & Gavrin, 1999). 
Moderate to Severe Chronic Pain Versus Mild Chronic Pain  
There is a plethora of research focused on the negative factors contributing to poor pain 
outcomes. Individuals with moderate to severe chronic pain account for the worst outcomes, 





in itself is a challenging medical issue to live with, individuals with moderate to severe pain 
experience a greater impact on their lives than those living with mild chronic pain.  
Bernfort et al. (2015) looked at the severity of chronic pain in an elderly (65 years and 
older) population in Sweden, as well as the impact on costs and quality of life. Data were 
collected from three registers concerning healthcare, drugs, and municipal services, and from 
two surveys. The first postal questionnaire addressed pain intensity and quality of life variables, 
and the second questionnaire looked to collect data from relatives of the elderly patients 
suffering from chronic pain. A total of 66.5% valid responses out of 10,000 subjects were 
achieved. Results included the following chronic pain severity percentages: 76.9% were 
categorized as having no or mild pain, 18.9% as having moderate chronic pain, and 4.2% as 
having severe chronic pain. Consumed resources increased with the severity of pain. Significant 
differences in the EQ-5D (instrument measuring health-related quality of life consisting of five 
dimensions) were found with respect to severity of pain, with more interference occurring in 
each dimension for those experiencing higher levels of pain. The more severe the chronic pain, 
the more extensive (and expensive) the use of resources. 
According to the World Health Organization (2004), new statistics from the International 
Association on the Study of Pain (IASP) and the European Federation of the IASP Chapters 
(EFIC) indicate one in five people suffer from moderate to severe chronic pain, and within this 
population of people, one in three are unable or less able to maintain an independent lifestyle due 
to their pain. Between one-half and two-thirds of people with chronic pain are less able or unable 
to exercise, enjoy normal sleep, perform household chores, attend social activities, drive a car, 
walk, or have sexual relations; additionally, one in four report that relationships with family and 





Looking further at the severity of chronic pain and the impact on individuals, Torrance et 
al. (2009) found severe chronic pain is associated with increased 10 year mortality. A cohort of 
6,940 individuals were recruited in 1996, and information was collected about reported chronic 
pain status, general health, and socio-demographic details. A record linkage was conducted 
between these data and the routinely collected national dataset for death registration 10 years 
later; a total of 5858 (84.4%) individuals from the original cohort were linked. In looking at 
survival curves for all-cause mortality, survival was much worse among those with severe 
chronic pain than among those with mild or no chronic pain. The actual difference in survival 
rates was significant between those reporting severe chronic pain and those reporting mild 
chronic pain. Moreover, the survival analysis between cause of death and chronic pain severity 
found that those with severe chronic pain were significantly more likely to have died than those 
with mild chronic pain for all-cause mortality. For individuals with severe chronic pain, the 
results of this study suggest that it is either the high intensity of their pain and/or the associated 
disability that is the key to this increased mortality, irrespective of the cause of chronic pain 
(Torrance et al., 2009). 
The aforementioned information highlights some of the difficulties those living in 
moderate to severe chronic pain encounter. It is clear that these individuals face significant 
hardships; however, facing these hardships should not automatically equate to the assumption 
that these individuals have an unfavorable life. For it is also in these situations that individuals 
have the opportunity to face and join their pain, and live their lives to the fullest.  








While psychologists have come to understand quite a bit about how people survive and 
endure under conditions of adversity, scant knowledge exists about what makes life worth living. 
Psychologists know very little about how normal people flourish under more benign conditions 
(Seligman & Csikszentmihalyi, 2000). Part of the reason for this lack of knowledge is 
psychology has largely been a science centered on healing; it concentrates on repairing damage 
within a disease model of human functioning. The fulfilled individual and the thriving 
community have been neglected (Seligman & Csikszentmihalyi, 2000). As a means to rectify the 
field of its’ deficits approach, positive psychology was introduced by Dr. Martin Seligman in 
1998.  
In Dr. Martin Seligman’s American Psychological Association Presidential Address 
(1998), he talked about areas in which psychology has not played a large enough role in making 
the lives of people better. One area identified was what he called “positive psychology”: a        
re-oriented science that emphasizes the understanding and building of the most positive qualities 
of an individual. Qualities include optimism, courage, work ethic, future-mindedness, 
interpersonal skill, the capacity for pleasure and insight, and social responsibility. He said 
psychology has moved too far away from its original roots, which were to make the lives of all 
people more fulfilling and productive, and too much toward the area of curing mental illness. 
Thus, the aim of positive psychology was to begin to catalyze a change in the focus of 
psychology from preoccupation only with repairing the worst things in life to also building 
positive qualities. 
Positive psychology is defined as the study of the conditions and processes that 





name can be misleading, positive psychology does not imply that the rest of psychology is 
negative. The field grew largely from the recognition of an imbalance in clinical psychology, in 
which most research does indeed focus on mental illness (Gable & Haidt, 2005). Positive 
psychology also does not aim to deny distressing, unpleasant, or negative aspects of life, nor is it 
an effort to see them through rose-colored glasses. Those who study topics in the field fully 
acknowledge the existence of human suffering, selfishness, dysfunctional family systems, and 
ineffective institutions. The aim, instead, is to study the other side of the coin—the ways that 
people feel joy, show altruism, and create healthy families and institutions—thereby addressing 
the full spectrum of human experience (Gable & Haidt, 2005). 
The field of positive psychology impacts the individual at three different levels. First, the 
subjective level, is comprised of subjective experiences including: well-being, contentment, and 
satisfaction (in the past); hope and optimism (for the future); and flow and happiness (in the 
present). Second, the individual level, is comprised of the following positive individual traits: the 
capacity for love and vocation, courage, interpersonal skill, aesthetic sensibility, perseverance, 
forgiveness, originality, future mindedness, spirituality, high talent and wisdom. Lastly, the 
group level is comprised of the civic virtues and the institutions that move individuals toward 
better citizenship: responsibility, nurturance, altruism, civility, moderation, tolerance, and work 
ethic (Seligman & Csikszentmihalyi, 2000).   
 Beside the levels that impact an individual within the field of positive psychology, there 
are character strengths and virtues that enable human thriving. There are six overarching virtues 
almost every culture across the world endorses: wisdom, courage, humanity, justice, temperance, 
and transcendence. Under each virtue are character strengths that represent the virtue. There are 





curiosity, open-mindedness, love of learning, perspective; (2) courage—bravery, authenticity, 
persistence, zest; (3) humanity—kindness, love, social intelligence; (4) justice—fairness, 
leadership, teamwork; (5) temperance—forgiveness, modesty, prudence, self-regulation; (6) 
transcendence—appreciation of beauty and excellence, gratitude, hope, humor, and religiousness 
(Seligman et al., 2005).  
 The field of positive psychology continues to expand and embark on new areas of 
research. Research findings are intended to supplement, and not to replace, what is known about 
human suffering, weakness, and disorder. The goal is to have a more complete and balanced 
scientific understanding of the human experience – the peaks, the valleys, and everything in 
between. Ultimately, positive psychology wants to help uncover what makes life worth living, 
and what increases an individual’s overall well-being (Seligman et al., 2005).  
Well-being Theory 
 The concept of well-being refers to optimal psychological functioning and experience; 
however, there is considerable debate about what defines optimal experience and what 
constitutes “the good life.” Research on well-being has been derived from two general 
perspectives: the hedonic approach and the eudaimonic approach (Ryan & Deci, 2001). The 
hedonic approach focuses on happiness and defines well-being in terms of pleasure attainment 
and pain avoidance. The eudaimonic approach focuses on meaning and self-realization, and 
defines well-being in terms of the degree to which a person is fully functioning. These two 
approaches are founded on distinct views of human nature and of what constitutes a good 
society; as such, they ask different questions concerning how developmental and social processes 





enterprise of living. Thus, while these two approaches intersect, they also diverge at critical 
junctures.  
Hedonism  
Equating well-being with hedonic pleasure or happiness has a long history, dating back to 
the Greek philosopher, Aristippus, from 4th century B.C. He taught that the goal of life is to 
experience the maximum amount of pleasure, and happiness is the totality of one’s hedonic 
moments. Many others followed his early philosophical hedonism, expanding upon what started 
as a narrow focus on bodily pleasures to a broad focus on appetites and self-interests (Ryan & 
Deci, 2001).    
The predominant view among hedonic psychologists is that well-being consists of 
subjective happiness and concerns the experience of pleasure versus displeasure broadly 
construed to include all judgments about the good/bad elements of life; furthermore, hedonic 
psychology poses for itself a clear and unambiguous target of research and intervention that 
focuses on maximizing human happiness. Most research within hedonic psychology has used the 
assessment of subjective well-being (SWB), which consists of three components: life 
satisfaction, the presence of positive mood, and the absence of negative mood (Ryan & Deci, 
2001). 
Eudaimonism  
Despite the popularity of hedonism, many philosophers, religious masters, and 
visionaries, have defamed happiness as a principal criterion for well-being. Eudaimonic theories 
maintain that not all desires will yield well-being when achieved; moreover, while some 





wellness. Thus, the eudaimonic perspective posits that happiness cannot be equated with       
well-being.  
 Ryff and Singer (1998) have explored the question of well-being, where they describe 
well-being not simply as the attaining of pleasure, but as striving for perfection that represents 
the realization of one’s true potential. They regarded psychological well-being (PWB) as distinct 
from SWB and presented a multidimensional approach to the measure of PWB that taps six 
distinct aspects of human actualization: autonomy, personal growth, self-acceptance, life 
purpose, mastery, and positive relatedness. Additionally, they have presented evidence that 
eudaimonic living, as represented by PWB, can influence specific physiological systems relating 
to immunological functioning and health promotion.  
 Eudaimonic criteria via PWB lets experts define well-being, whereas SWB research 
allows people to tell researchers what makes their life good. Evidence from a number of 
investigators has indicated that well-being is probably best conceived as a multidimensional 
phenomenon, including aspects from both hedonic and eudaimonic conceptions of well-being 
(Ryan & Deci, 2001). Keyes et al. (2002) highlight that mental health in a “positive health” 
perspective can be conceived as a combination of both the hedonic and eudaimonic components 
of well-being, and in recent years, the definition of well-being has progressed towards 
encompassing both traditions: reconciling the two traditions is Martin Seligman’s (2011)      
well-being theory. 
PERMA Model 
Seligman’s (2011) theoretical framework encompasses both subjective and psychological 
well-being. In Seligman’s (2011) book, Flourish: A New Understanding of Happiness and   





five elements that people chose for their own sake, and an individual can flourish as a result of 
pursing and experiencing any of these elements. The five elements of well-being theory are 
positive emotion, engagement, meaning, positive relationships, and accomplishment: a useful 
mnemonic is PERMA. Accordingly, each element of well-being must itself have three properties 
to count as an element: 
1. It contributes to well-being. 
2. Many people pursue it for its own sake, not merely to get any of the other elements. 
3. It is defined and measured independently of the other elements exclusivity (Seligman, 
2011, p.16). 
The pursuit of even just one of the five elements contributes to an individual’s 
flourishing; however, the more elements an individual pursues and experiences, the greater that 
individual’s flourishing will be. 
Positive Emotion  
Positive emotion is the first element in well-being theory. It encompasses what we feel; 
for example, pleasure, rapture, ecstasy, warmth, comfort, and the like. An entire life led 
successfully around this element is termed “pleasant life.” Positive emotions involve not only 
feelings but also an appraisal of the situation (Seligman, 2011).   
A central feature of Fredrickson’s (2001) broaden-and-build theory of positive emotions 
is the broaden hypothesis: this hypothesis posits that positive emotions broaden the scope of 
attention and thinking, widening the range of thoughts and action tendencies that come to mind. 
Cohn and Fredrickson (2011) highlight that positive emotions go far beyond simply making a 





resources; furthermore, they are linked to an increase in problem-solving skills, greater 
satisfaction, and success at work.  
Engagement  
Engagement is the second element in well-being theory. It is about flow: being one with 
the music, time stopping, and the loss of self-consciousness during an absorbing activity. When 
one is in flow, it uses up all the cognitive and emotional resources that make up thought and 
feeling. Life lived with these aims is referred to as the “engaged life” (Seligman, 2011). 
Engagement is the intensity of attachment, involvement, concentration, and level of 
inclination towards activities in which one is involved (Schaufeli et al., 2006). It can be 
psychological, cognitive, or behavioral (D’raven & Pasha-Zaidi, 2015). Csikszentmihalyi’s 
(1991) research on flow is known as the highest form of engagement. During these experiences, 
which are described as autotelic, there is a high intrinsic reward and motivation that leads 
individuals to return to them. In this state of flow, action and thought become merged and 
awareness of feeling is usually absent (Csikszentmihalyi, 1991). 
Positive Relationships  
Positive relationships are the third element in well-being theory. Seligman (2011) states 
that there is very little positivity in solidarity: other people are the best antidote to the downs of 
life, and the single most reliable up. 
The belief that one is cared for, loved, and valued has been recognized as one of the most 
influential determinants of well-being for people of every age. Social relationships have emerged 
as the sole factor that holds constant in predicting well-being across cultures (Reis & Gable, 
2003). The concept of relationships is one of the essential psychological needs that every person 





because they bring positive emotions, meaning, or accomplishment, but also as an end in 
themselves (Seligman, 2011). 
Meaning  
Meaning is the fourth element in well-being theory.  Human beings want meaning and 
purpose in life. The Meaningful Life consists in belonging to and serving something that you 
believe is bigger than the self. Correspondingly, humanity creates all the positive institutions to 
allow this: religion, political party, being green, the Boy Scouts, or family (Seligman, 2011). 
Partially influenced by the advent of positive psychology, there has been a recent 
resurgence of interest in the construct of meaning, and it is now viewed as an essential 
contributor to overall well-being (King et al., 2006). Meaning is a highly subjective element and 
is closely linked to purpose. It has been defined in various ways: (1) as the ontological 
significance of life from the point of view of the individual, (2) as the feeling of belonging and 
serving something larger than one’s self, and (3) as the response to the question concerning the 
meaning of life (Forgeard et al., 2011). Meaning involves a sense of direction,                                 
self-transcendence, and the feeling that what one does is worthwhile.  
Accomplishment  
Accomplishment is the fifth element in well-being theory. It is recognized in its 
momentary form and the “achieving life,” a life dedicated to accomplishment for the sake of 
accomplishment, in its extended form. It is often pursued for its own sake, even when it brings 
no positive emotion, no meaning, and nothing in the way of positive relationships (Seligman, 
2011). 
Accomplishment is often viewed in terms of external indicators, but it is also linked to 





world: it can just be intrinsically meaningful. Furthermore, the process of achieving the goal is 
just as important as the achievement itself (Ryan et al., 2008). 
Well-being of Individuals with Chronic Pain 
Pain is difficult to define because of the different frames of reference which are held by 
various professionals and patients, yet it is one of the most common and personally compelling 
reasons for individuals to seek medical attention. When people seek health care for pain they do 
so not only for diagnostic evaluation and symptom relief, but also because pain interferes with 
daily activities, causes worry and emotional distress, and undermines confidence in one’s health. 
If the pain persists for weeks or months, the effects on an individual’s well-being can be 
profound: psychological health and performance of social responsibilities in work and family life 
can be significantly impaired (Gureje et al., 1998). Moreover, chronic pain can threaten 
individuals’ perceptions about what is meaningful to them, and the amount of meaning they find 
in their daily life. This reality may require a revision of one’s life goals and expectations, and can 
cause individuals to wonder how their life can be meaningful if they experience chronic pain and 
are less able (or not able) to engage in the aspects of their life that initially gave their life 
meaning (Dezutter et al., 2014). 
In recent decades, much of the previous psychological research in pain disorders has 
focused on dysfunction, with an emphasis on emotional distress and inadequate coping and 
social skills. Positive mental processes such as psychological well-being have been much less 
studied. According to some authors, this reality underscores a mistaken assumption that health 
can be equated with absence of illness and that well-being is equal to lack of distress. However, 
several clinical and experimental studies have shown that psychological distress and well-being 





few studies have suggested that positive attributes may be important in helping an individual 
better manage the effects of unremitting pain (Schleicher et al., 2005).  
Mangelli et al. (2002) looked at the psychological well-being (PWB) of individuals with 
rheumatoid arthritis (RA). PWB has been shown to be a valid measure of resilience, and can 
have a favorable impact on disease course regarding important immunological and endocrine 
connotations. Carol Ryff’s (1989) PWB model, which consists of six subscales, was used to 
measure PWB in this study. The six subscales are: autonomy, environmental mastery, personal 
growth, positive relations with others, purpose in life, and self-acceptance. Participants included 
104 individuals. Each participant was assessed for pain, disease activity, disability, depression, 
anxiety, and PWB. Results indicated significant bivariate correlations between depression and 
pain, disease activity, disability, and all six PWB subscales. In the regression analysis, only the 
PWB environmental mastery subscale and the self-rated disability measured by health 
assessment questionnaire (HAQ) scores, made significant contributions to the absence of mood 
disturbance. This study called for a replication in a longitudinal study, as the researchers believe 
that the ability to maintain one’s PWB in the face of chronic illness could positively influence 
the disease course in several ways. 
Another study by Schleicher et al. (2005) also looked at PWB, but with women 
diagnosed with fibromyalgia (FM). This study specifically examined the relationship of PWB to 
pain and disability in women with FM as compared to women with RA and healthy controls 
(HC). The researchers targeted several domains of PWB that have been associated with health, 
and also tested whether PWB was related to the women’s social network. Participants included 
125 women (57 with FM, 20 with RA, and 48 HC). PWB, pain, and disability were assessed on 





and HC women; however, a sense of PWB was found to be associated with less disability and 
fatigue for women with FM. Individuals with FM also had smaller social networks, and the size 
was significantly correlated with their level of disability and fatigue: the researchers stated that 
this result indicates a need for future studies to focus on satisfaction with social relationships, 
rather than the frequency of interactions and breadth of the social network. Overall,                 
self-acceptance, environmental mastery, purpose in life, and positive relations with others 
emerged as four important constructs in the association between PWB and disability, and for 
women with FM these constructs may be particularly important for maintaining a rewarding life. 
Broadening the conceptualization of well-being, Huber et al. (2008) used the hedonic (an 
individual’s affective and cognitive evaluation of their life) and eudaimonic (an individual’s 
psychological functioning and personal growth) perspectives of well-being to look at the 
predictors of psychological distress and well-being in women with chronic musculoskeletal pain. 
Sixty-nine women with chronic multiregional musculoskeletal pain completed questionnaires on 
pain, fatigue, stiffness, physical disability, psychological distress, and hedonic and eudaimonic 
well-being. Results indicated that participants reported increased amounts of psychological 
distress compared to healthy people; furthermore, higher psychological distress was related to 
higher age, more intense pain, a higher positive tender point count, and more physical disability. 
Both hedonic and eudaimonic well-being aspects decreased with higher disability. Positive 
affect, an important aspect of hedonic well-being, was related to lack of psychological distress; 
however, measures of eudaimonic well-being/functioning were only moderately related to lack 
of psychological distress. Ultimately, further research was recommended to clarify the 





As noted in the aforementioned studies, there is evidence that individuals with chronic 
pain possess certain constructs of well-being, and that more research is needed to further explore 
these findings. Thus, this current study will not only add to the limited research on the positive 
constructs of well-being for individuals with chronic pain, but it will also aim to identify 























CHAPTER III: METHODOLOGY 
 This study aimed to explore the lived experience of individuals with moderate to severe 
pain. In order to best capture this experience, a qualitative approach was employed; specifically, 
IPA was the designated research method. This section will cover information regarding the 
research design, IPA, participants, data collection, and data analysis. 
Design 
A qualitative approach was used for this study. Creswell (2012) provides the following 
definition for qualitative research: 
Qualitative research begins with the assumptions and the use of interpretative/theoretical 
frameworks that inform the study of research problems addressing the meaning 
individuals or groups ascribe to a social or human problem. To study this problem, 
qualitative researchers use an emerging qualitative approach to inquiry, the collection of 
data in a natural setting sensitive to the people and places under study, and data analysis 
that is both inductive and deductive and establishes patterns or themes. The final written 
report or presentation includes the voices of participants, the reflexivity of the researcher, 
a complex description and interpretation of the problem, and its contribution to the 
literature or a call for change. (p. 44) 
 
Creswell’s (2012) definition places emphasis on the process of research as flowing from 
philosophical assumptions, to interpretive lens, and on to the procedures involved in studying 
social or human problems; furthermore, the framework exists for the procedures and approach to 
inquiry. In order to best highlight how individuals with moderate to severe chronic pain 






Interpretative Phenomenological Analysis 
IPA is a qualitative approach which aims to provide detailed examinations of personal 
lived experience, and produces an account of lived experience on its own terms rather than one 
prescribed by pre-existing theoretical preconceptions. IPA is a particularly useful methodology 
for examining topics which are complex, ambiguous, and emotionally laden: pain is a prime 
example of such a phenomenon (Smith & Osborn, 2015). In order to capture how individuals are 
making sense of their experiences, IPA draws upon phenomenology, hermeneutics, and 
idiography (Pietkiewicz & Smith, 2014). 
Phenomenology was developed by Edmund Husserl as an eidetic method, and is 
concerned with attending to the way things appear to individuals in their experience. 
Phenomenological studies focus on how people perceive and talk about objects and events, rather 
than describing phenomena according to a predetermined categorical system, conceptual, and 
scientific criteria (Pietkiewicz & Smith, 2014). Phenomenologists focus on describing what the 
participants have in common as they experience a phenomenon. The basic objective of 
phenomenology is to reduce individual experiences with a phenomenon to a description of the 
universal essence (Creswell, 2012). To this end, qualitative researchers identify a phenomenon, 
collect the data from persons who have experienced the phenomenon, and develop a composite 
description of the essence of the experience for all of the individuals. The description consists of 
“what” they experienced and “how” they experienced it (Moustakas, 1994); further, this process 
involves “bracketing” one’s preconceptions and allowing phenomena to speak for themselves 
(Pietkiewicz & Smith, 2014). 
Martin Heideggar, who was Husserl’s follower, further developed Husserl’s thought into 





itself. According to hermeneutics, one needs to comprehend the mind-set of a person and their 
language which mediates one’s experience of the world, in order to translate their message 
(Freeman, 2008). Therefore, IPA researchers attempt to understand what it is like to stand in the 
shoes of their subject, and through interpretative activity, make meaning intelligible by 
translating it. This analytical process in IPA is often described as a double hermeneutic: firstly, 
the participants make meaning of their world, and secondly, the researcher tries to decode that 
meaning to make sense of the participants’ meaning making (Pietkiewicz & Smith, 2014). 
Lastly, the third theoretical orientation that IPA draws upon is idiography. Here an        
in-depth analysis of single cases and examining individual perspectives of study participants in 
their unique contexts is done. The fundamental principle behind this approach is to explore every 
single case before producing any general statements; thus, researchers focus on the particular 
rather than the universal. An IPA researcher will start either by examining an individual and 
producing a case study or will move to an equally attentive exploration of the second case, and 
so on (Pietkiewicz & Smith, 2014). 
Participants 
IPA studies are usually conducted on small sample sizes, as the aim of the study is to say 
something in detail about the perceptions and understandings of the particular group rather than 
prematurely making more general claims. IPA researchers try to find a fairly homogeneous 
sample, as it is not helpful to think in terms of random or representative sampling. IPA’s 
sampling is purposive, trying to find a more closely defined group for whom the research 
question will be significant. A sample size of at least three participants is recommended for a 





For this study, six individuals were chosen to participate. Inclusion criteria included: (1) 
18 years or older, (2) must have chronic pain for at least three months, (3) must have daily 
chronic pain, and (4) the individual must personally rate their overall pain a 4 or higher on the 
NRS scale. A minimum age of 18 was selected because the intent of this study is to explore 
adults living in chronic pain. The length of time in pain is three months because it is at this point 
pain is deemed chronic. The daily chronic pain is a requirement because this study looked at 
individuals experiencing pain on a consistent basis, and not a sporadic basis. Lastly, this study 
looked for individuals in moderate to severe chronic pain, so the overall pain rating needed to be 
a 4 or higher: 4–6 on the NRS scale represents moderate pain, and 7–10 represents severe pain.  
Exclusion criteria included: (1) under 18 years of age, (2) having pain less than three 
months, and (3) the individual personally rating their overall pain a 3 or below on the NRS scale. 
Given the desire to look at adults in chronic pain, individuals under 18 are excluded from this 
study. Individuals having pain for less than three months were excluded because pain is not 
deemed chronic at that point. Lastly, individuals who rated their overall pain level a 3 or below 
were excluded because pain is considered mild at this rating, as this study only looked at 
individuals in moderate to severe pain. 
Risks and Benefits  
Both risks and benefits were discussed with participants, and ultimately acknowledged by 
participants upon signing the required consent form. 
Protection and Confidentiality  
Approval through Antioch University Seattle’s Institutional Review Board was attained 
for this study. Participants were asked to sign a consent form (see Appendix C), and were given a 





additional signature as an agreement for the use of audio-recording during the interview. 
Participants were informed that they could leave the study at any time, without any negative 
repercussions. They were told that their time was greatly appreciated, and that all information 
they shared was valued. All signed consent forms were locked in a drawer in a locked room by 
the researcher.  
All identifying information related to each participant was anonymized and coded with a 
participant number. Only I have access to the participant number coding list, which was kept 
confidential and password protected on a personal computer.  
Procedure 
Participants were recruited via an inquiry (see Appendix B) that was e-mailed to the 
student body at Antioch University Seattle, and posted on my Facebook page. If an individual 
was interested in participating in this study, they e-mailed me at the e-mail listed on the inquiry 
posted (see Appendix B). I e-mailed interested individuals a list of screening questions (see 
Appendix A), which determined their appropriateness for the study. Once potential participants 
were identified, they were asked to participate in an in-depth interview; interviews ranged from 
35–115 minutes long.  An interview date and time was scheduled: an e-mail confirming the date 
and time was sent to the participant. The interviews took place at a local library or over Skype. 
The data collected were from one in-depth interview provided by each of the six participants. 
Interviews were semi-structured, and asked participants to comment on their well-being as an 
individual who lives in moderate to severe chronic pain. The questions asked took inspiration 
from the PERMA-profiler (Butler & Kern, 2014) used in Ascenso et al.’s (2017) study, as they 
also addressed the five elements of the PERMA model; however, questions were written 





interview questions). All interviews were tape-recorded, and later transcribed. After all 
interviews were transcribed, the data were analyzed using IPA. Participants were offered a     
one-page write-up of emergent themes upon request, as noted in the Consent Form (Appendix 
C). 
Data Analysis 
Data were fully transcribed and analyzed using the IPA framework. IPA aims to give 
evidence of the participants’ making sense of phenomena under investigation, while at the same 
time document the researcher’s sense making. In general, IPA provides a set of flexible 
guidelines which can be adapted by each researcher according to their research objectives 
(Pietkiewicz & Smith, 2014). The following IPA process was used for analyzing this study’s 
data. 
Multiple Readings and Making Notes 
 Each transcript was read a number of times, with the left hand margin being used to 
annotate what was interesting or significant about what the participant said. The comments were 
summaries or paraphrases, associations or connections that came to mind, and preliminary 
interpretations. 
Transforming Notes Into Emergent Themes 
After reading through the entire transcript and making notes in the left hand margin, I 
returned to the beginning of the transcript and used the right hand margin to document emerging 
theme titles. The initial notes were transformed into concise phrases which aimed to capture the 
essential quality of what was found in the text. At this stage the entire transcript was treated as 





themes reflected the richness of the particular participant’s transcript (Pietkiewicz & Smith, 
2014). 
Seeking Relationships and Clustering Themes  
After noting the emergent themes from the participant’s transcript, they were listed on a 
sheet of paper and I looked for connections between them. This stage involved a more analytical 
or theoretical ordering, as I tried to make sense of the connections between the themes which 
were emerging. Some of the themes were clustered together, while others emerged as           
over-arching concepts. 
As themes were clustered together, they were checked in the transcript to make sure the 
connections worked for the primary source material. I drew from my own interpretative 
resources to make sense of what the participant was saying, while also constantly checking my 
own sense-making against what the participant actually said.  
The next process involved producing a table of the themes in coherent order. The clusters 
were given a name and represented the sub-themes. The table listed the themes which went with 
each over-arching theme, and an identifier was added to each instance to aid the organization of 
the analysis and facilitate finding the original source. During this process, certain themes were 
dropped if they did not fit well in the emerging structure, or if they did not provide rich evidence 
within the transcript (Pietkiewicz & Smith, 2014). 
A separate analysis was done for each participant. After each case was analyzed 
separately, I looked for convergence and divergence amongst them. From here, a final table of 








The final stage concerned moving from the final themes to a write-up and final statement 
outlining the meanings inherent in the participants’ experience (Pietkiewicz & Smith, 2014). I 
was concerned with translating the themes into a narrative account. Care was given to distinguish 
clearly between what the participant said and my interpretation or account of it. 
An Excel spreadsheet was used to help organize data during the analysis process (see 
Appendix F for example). Validity was optimized through coding discussions and collaborative 




















CHAPTER IV: RESULTS 
The sample was comprised of six participants, aged 31–73. While there wasn’t much 
overlap in regards to the same medical diagnosis, all participants confirmed living in moderate to 
severe chronic pain on a daily basis: further explanation of participants’ diagnoses can be found 
on-line via the medical dictionary by Farlex (2012). Each participant was assigned a number to 





















































































irritable bowel disorder, 
and abdominal nerve pain 
 
 
After using IPA for the six participant interviews a moderate overall well-being was 
revealed. The moderate level was determined by adding up the number of elements where each 





average: the number was 3/5. To best present the emergent themes of enhancers and detractors 
for participants’ optimized functioning each element of the PERMA model, with the addition of 
“Health,” was used as an over-arching theme (see Table 2): doing so helped highlight participant 
experience regarding each element and allowed for sufficient researcher interpretation, while still 
staying within the flexible guidelines set forth by IPA analysis. 
The element of Health (H) was added as an over-arching theme, as it encompassed     
sub-themes that did adequately not fit under any of the other elements: the addition of Health as 
an element of the PERMA model is currently being researched. Researchers believe the 
cultivation of Health by eating well, moving regularly, and sleeping deeply is one of the hygiene 
factors of well-being.  It is suggested that everything gets easier when this element is present 
(McQuaid, 2020); thus, the addition of Health is especially relevant, considering the participants 
and focus of this study. To follow, each over-arching theme is explored in relation to its         

























The Positives (1.1) 





With Loved Ones (2.1) 















Resilience (5.1)  





Loss of Control (6.1) 
Adequate Pain Management (6.2) 
Financial Stress (6.3) 
Increasing Awareness (6.4) 
 
 
Theme 1: Emotions 
Pain is a complex experience that can lead to various limitations in a person’s daily life. 
According to the International Association for the Study of Pain (1994), pain is defined as “an 
unpleasant sensory and emotional experience associated with actual or potential tissue damage” 
(para. 2). This definition emphasizes that pain is both a sensory and emotional experience. The 
sub-themes for this section include: the positives (sub-theme 1.1), and the negatives (sub-theme 
1.2). These labels reflect the connotation of the emotions expressed by the participants during 






The Positives (Sub-theme 1.1)  
A study done by Goldbart et al. (2020) examined emotion covariation and psychological 
flexibility, in order to understand the reciprocal effects of chronic pain and psychological 
distress. The results showed chronic physical pain was sequentially associated with 
psychological distress, but psychological distress was not sequentially associated with chronic 
physical pain; thus, the greater the emotion covariation and psychological flexibility, the less 
psychological distress. Moreover, there is accumulating evidence supporting the role of positive 
affect as a resilience factor in chronic pain. Not only does positive affect lead to lower pain 
intensity ratings and higher pain tolerance, but it also diminishes pain disability and improves 
quality of life (Hanssen et al., 2017).  
When questioning participants about positive emotions, there was variation in how they 
were experienced and the source from which they were drawn from: internally versus externally. 
Undoubtedly, the aforementioned concepts of emotion covariation, psychological flexibility, and 
positive affect play a role; however, other factors such as age, length of time living with chronic 
pain, type of chronic pain condition, etc., likely contribute to the entire picture as well.    
The emotion of happiness was expressed by all participants, and showed up throughout 
the discussion of the elements. Happiness was generated by personal experiences, children and 
loved ones, animals, valued activities, and from within. The following quotes include examples 
of how happiness showed up in a participant’s everyday life: 
Mostly it's contentment, a feeling that my stress is a little bit lower, like I have less to  
worry about. Things that make me happy are mostly having my needs met, just really 
basic needs. (P3)  
 
I have moments of happiness. Like I can look outside and see a young deer in my  






Of all the participants who had children, happiness was not only seen on the participant’s 
face, but clearly felt when taking about them. P2 spoke about having a lot fertility problems, and 
how she is “so grateful” for her children. She talked about how her family brings her “a lot of 
joy” and how her kids are wonderful. She said, “They have always been there for me, and they 
include me in their lives. It really makes me happy” (P2). The following participants spoke about 
the happiness their children bring to them:  
He is absolutely rocking it at school. I am so happy that he's doing so well in school, 
because, you know, I didn't finish school. And he's going ahead, and continuing on what I 
would have liked to do. I’m a proud momma. (P1) 
 
My daughter and her accomplishments: that to me is just number one. I have three cats 
and I love the little one. They just make me happy. (P5) 
 
In addition to kids, happiness was also felt by participants when talking about their 
animals. P1 talked about her “kitten that is six months old” and how the kitten makes her 
“happy”: in fact, P1 brought up her kitten throughout the interview as a source of love and 
meaning for her. For P6, it was her dogs who brought her happiness and companionship. She 
said, “Being around my dogs. They remind me that everything doesn’t have to be so serious or 
complicated.” 
While the word “gratitude” wasn’t explicitly stated by each participant, there was a sense 
of gratitude expressed by most participants. Gratitude toward life in general, to gratitude towards 
others: 
Like for something to go right in my day, it’s a victory. It’s something that people do 
every day. Like it’s my job to fix problems, but now it’s a better day when things go well. 
It brings me more happiness.  I appreciate the little things more now. (P4)  
 
The fact that he even prescribes me opiates, I am so grateful for that. It completely 






Lastly, another positive emotion expressed was hope. P6 talked about having “hope that 
there is something out there” to help her, “that something will be better” in her future. P5 spoke 
about her daughter, and the hope she cultivates from that relationship: 
Simplified, seeing, watching, my daughter succeed in life. She's my reason for being here 
still. I can’t say much more without getting too emotional. She is such a great kid. She 
gives me hope. 
 
The Negatives (Sub-theme 1.2)  
The role of negative emotions in the experience of pain is well-documented. Negative 
emotional responses, such as anger or depression, can intensify the pain experience. Fear and 
anxiety, when intense or prolonged in time, has been shown to instigate a downward spiral, 
which in turn can complicate the experience of persistent pain; specifically, fear avoidance 
patterns have been shown to predate future depressive feelings, pain disability, and disuse in the 
long run (Vlaeyen et al., 2016).  
Supporting the published research, the one negative emotion expressed by all participants 
was sadness, or depression. Some participants admitted to being diagnosed with clinical 
depression, while others just spoke to feeling depressed. P5 stated, “My soul is dead right now 
because of chronic pain.” There was a definite sense of sadness expressed, especially as it 
pertained to living with chronic pain: 
That's the thing; on some level I'm always a little bit depersonalized. It's how I cope… I  
do a lot of crying… So throughout the day I’m mostly numb, occasionally contented, 
actual happiness is quite rare. (P3) 
 
Umm, so my emotions are, in the morning of course, with the pain, like, I'm just really  
hurting. So I can barely wait for the medication to kick in. I'm usually…it depends on my 
pain level, how emotional I am. I am sad and angry, and I could cry. (P2)  
 
Secondary to depression was anxiety. Four of the six participants admitted to being 





problem or as it pertained to the participant’s chronic pain. P6 talked about having “a lot of 
sleeping issues” which only magnifies things for her; in turn, it causes her “a lot of anxiety.” 
Here P1 spoke to her own struggles with anxiety: 
 She has recommended that I do yoga, physiotherapy, occupational therapy, and other  
things, but I stay at home because of my anxiety. My anxiety stops me from doing a lot of 
stuff to help my pain. It sounds like I am making a lot of excuses, but I’m not. It’s like, I 
am in physical pain, and it hurts me to do what I need to do each day. I don’t know. 
 
The emotions of anger and frustration were also expressed by most participants, and often 
interchangeably. Some participants spoke about their anger and frustrations with the medical 
field, and the “unfair” treatment they have endured; specifically, feeling like their doctor didn’t 
“believe” them, or take what they were going through “seriously.” On a similar note, participants 
expressed having these emotions with family and friends who don’t understand what it is like to 
live with chronic pain and how they end up being more “offensive” than supportive toward the 
participant. These emotions also came up when participants reflected on their lives with chronic 
pain: 
The best way to treat depression is to treat the causes of depression which in the case of 
having chronic pain generally are not the pain directly, but how the pain limits the rest of 
our lives. So I can't open heavy doors without injuring myself that limits where I can go 
without help. I can't walk very far; I can't reach very high even though I'm very tall. You 
know systemic barriers to all of those that cause a lot of frustration, a lot of anger. (P3) 
 
It makes me feel very frustrated that I can’t just be out in the world, and create my own 
life because of the challenges I do. I have always been someone who wants to work, I’ve 
always been someone who wants to get my masters, and build a career and do something 
in my life. The fact that I have all this drive mentally, but I’m not able to do it because of 
physical things, is really, really hard. (P6) 
 
Lastly, shame or guilt was expressed by most participants, although those words were not 
necessarily explicitly stated. These emotions can coexist with pain, and often involve other 





participants, these emotions were elicited because of chronic pain. The following participant 
quotes demonstrate the aforementioned variables: 
One of the things I’ve found is that it hasn’t changed me except for that, and it may be 
part of my depression or something along those lines, but it has increased the strength of 
my feelings.  You know I’ll cry at the drop of a hat.  We’ll go to the movies and a sad 
scene happens and I’ll just start weeping.  That wasn’t me.  I don’t want to say manic, but 
it’s close to it.  Sometimes it feels like my emotions can, if I let them, they’ll overflow 
easily, where that was not me ever.  I was a very controlled person.  I wasn’t overly 
excitable, and suddenly I am.  I mean I fight, I fight it, but it’s more of a battle.  I have to 
make a conscious effort to not allow my emotions overwhelm me. (P4) 
 
My mom, she does care and I don’t want to lie, but it is hard because they don’t approve, 
and they don’t agree with some of the ways I’ve gone about certain treatment. And that 
makes me question myself, and then, because I already have these negative associations 
with needing pain medication, it makes me think, well is it all just emotional? (P6) 
  
Theme 2: Engagement 
 A study done by Thompson et al. (2020) used classical grounded theory to attempt to 
explain how and why some people cope well despite chronic pain. They found that the main 
concern for people experiencing chronic pain was trying to resolve the problem of disrupted  
self-coherence. Resolution involved re-occupying the self via a three step process: (1) making 
sense of pain using an idiographic model; (2) deciding to turn from patient to person, facilitated 
or hindered by interactions with clinicians and occupational drive; and (3) flexibly persisting, 
where occupational engaging and coping allow individuals to develop future plans. Their theory 
demonstrated the importance of engaging in occupation during rehabilitation by framing chronic 
pain adjustment within a process of renegotiating the self-concept. Supporting the idea that 
individuals with chronic pain do well when engaging in everyday activities that bring meaning 
and purpose to life, participants felt most engaged in their lives when they were around their 





sub-themes for this section include: with loved ones (sub-theme 2.1), and activity over-rides pain 
(sub-theme 2.2).  
With Loved Ones (Sub-theme 2.1)  
Noted previously as a source of happiness amongst participants, kids and loved ones were 
also a source of engagement. P4 stated, “I feel most engaged in my life when I am spending time 
my kids, and we are talking about their joys, their victories, their defeats, and all that stuff.” P1 
and P5 both talked about activities involving their children. P1 stated, “He was playing all the 
music that I wanted to play, and it was just wonderful watching him. It was just, it was 
absolutely amazing.” P5 got involved in an activity involving her daughter’s dance team. She 
stated, “While it was out of my comfort zone because I had to talk to other people, I really 
wanted to do something for my daughter.” Lastly, P2 had this to say about her children: 
And then I feel most engaged when I'm doing things with my kids to. They always talk to 
me about everything, so that's always been a source of, I don't know, I just feel like 
included, I guess that's a good word...And that makes me feel like even though they're all 
grown up and we are all in different places, that were are all a cohesive unit. We have our 
own chat thing, and it is just a really fun. 
 
 For P6, who does not have children, animals were her source of engagement: 
Being around my dogs and playing fetch with them, I really do lose track of time. It 
reminds me, like I said, of the innocence and the goodness of the world. 
 
Activity Over-rides Pain (Sub-theme 2.1)  
The other source of engagement for participants involved activities that over-rode their 
pain. When a person is completely engaged in an activity, they are known to be in flow; in flow, 
action and thought become merged and awareness of feeling is usually absent. The following 
participant quotes speak to this flow, as their comments reflect the feeling of pain or thinking 





It happens to me a lot at work, because you know I am really busy at work. I have crews 
that report to me, the managers that report to me (I have to manage them), while also 
texting with my family. When I am doing that, I completely forget about the RA and the 
pain. (P4) 
 
For example, I was helping him paint trim around the doors. We were in a good 
headspace.  The music was going and we were working together. For me, it’s anything I 
am doing, without having to think about being sick. (P5) 
 
While pain is not mentioned directly, the following activities were noted as particularly 
engaging for participants; moreover, no participant mentioned pain as an inhibitor to enjoying 
the activity:  
I am a certified [anonymity] teacher. I teach private classes at my home, and those times I 
feel completely immersed in what I am doing. I always say, well two hours will be $60, 
but it always runs over because I don't want them to feel like it's just two hours, and then 
they have to leave. I want them to understand that what they're doing is a process, and so 
for me it's a process too. (P2) 
So, at least for right now, advocacy work is when I feel most engaged. I feel like I’m 
being helpful, and just feel like I’m maybe even doing something with my life, even if 
it’s not what I had hoped it would be. (P6)  
That's usually when I'm doing something special, things that are happening around me 
have a much higher bar to excite me, like sure, if I have tickets to a concert or something. 
(P3) 
 
Theme 3: Relationships 
 Research focused on relationships and social support theory suggests that relationships 
with others promote psychological and physical well-being in acute and chronic illness 
(DiMatteo & Hayes, 1981). Positive family relationships, in which there is mutual understanding 
and good communication, has shown to increase the likelihood of sustaining employment and to 
decrease depression in the family member with chronic pain (Hung et al., 2017). Further, better 
martial quality is associated with less pain and lower pain-related disability: patients with 
partners who are responsive to their pain experiences report improved physical functioning 





 While it was reported by some participants that their chronic pain has resulted in a “loss” 
or “pause” of friendships, the unwavering support they had from particular individuals in their 
lives was strong. Every participant had positive relationships, which appeared to play a big role 
in their emotional and physical well-being: children, family members, friends, and mental health 
professionals were all contributors. The sub-theme for this section includes: main supports          
(sub-theme 3.1). 
Main Supports (Sub-theme 3.1)  
Children come up again, but now as a positive relationship; additionally, immediate 
family members, friends, and mental health professionals were included. The relationship all 
participants had with their children was clearly special, and a source of positivity for them. P5, in 
particular, spoke about her daughter throughout the interview. She also talked about the 
incredible support she has received from her husband, and how he took over “all of the 
responsibilities at home” when her health declined. She said, “I’m so lucky that I have this 
person doing it all for me.”  From good healthcare insurance, financial stability, and “excellent” 
caregiving, P5 expressed her gratitude toward her husband, and acknowledged how “fortunate” 
she is to have him. P4 also identified his family as his main source of support: 
I am very close to my parents, always have been—more so since my diagnosis. My  
family is fantastic. They are so aware of what I go through. They understand. I know if I 
reach out to them they have me back. I feel that way with my kids and wife. I was blessed 
with the people around me. (P4) 
 
For these participants with children, mental health professionals were also identified as 
main supports. P2 referred to her therapist as being her “lifeline,” and how the therapist is a 
“great friend” of hers. She added, “That relationship has always been exceptional.” P1 also 





My counselors, mental health and brain injury, and my support worker: it's like they 
understand, and they know what I'm going through. They can offer advice, and you 
know, it makes sense to me. I think that's important, and you know, they encourage me. 
That’s a big thing. They remind me of the positives that I have, because without that, I 
don't know where I'd be. 
 
For participants without children, immediate family and friends were talked about. P3 
stated that they trust their life with the people they are closest to, and that those individuals have 
earned it many times over. They mentioned their nesting partner in particular. Additionally, P3 
talked about the amazing support they have from others on a daily basis: 
I have an entire care collective, that's how I got here today, of local friends and partners, 
and partners of partners who have dedicated themselves to helping me as they're able: 
cleaning the house, cooking, getting me to appointments that aren't covered by Hope link, 
and helping me handle emergencies. (P3) 
 
P6 talked about her immediate family as being supportive, and how she is “lucky” 
to have the family and fiancé she does; however, how P6 talked about the advocacy work she 
does and the impact it has on her life, it appeared that the individuals she has come in contact 
with through her advocacy work are her main supports. 
The friends that I have made through advocacy have been really positive. Anytime I talk 
to them, even if it’s just talking about nothing, it always makes me feel good. It has 
always been positive. Those relationships are positive. (P6) 
 
Theme 4: Meaning 
 Empirical research indicates that meaning can arise from a variety of sources. In most 
studies evaluating sources of meaning, relationships were found to be the most important source 
of meaning in people’s lives (Debats, 1999). In Park’s (2003) study examining meaning in life as 
a predictor of outcome in patients with chronic pain, patients reported “relationships with others” 
as the highest source of meaning: religion/spiritual and career/financial were second and third 





with others as their main source of meaning. The sub-theme for this section includes: 
connections with others (sub-theme 4.1).  
Connections With Others (Sub-theme 4.1)  
Although the sources of meaning in each participant’s life varied, the one source that 
rang true for all was the connections they had with others: children, family, friends, other people, 
and animals were all included. Sometimes the question of meaning was answered quite simply, 
“My life, my daughter’s life, my husband’s life” (P5), with little elaboration to follow. Similarly, 
P1 stated, “My cat is the reason I get out of bed every day.” As in previous elements, children 
were noted as giving participants meaning. For participants with children, the following 
connections were highlighted: 
The personal connections, I guess, if you want to boil it down to, within family and 
outside of family. It’s those personal connections that are what’s important; that’s what is 
going to stay with you. Money comes and goes, things come and go, but it’s the 
connections, the love, that’s forever. (P4) 
 
And so that's one of the things [florist work] that I can say, I guess, that helps my life 
have more meaning and more satisfaction. For me, it takes a lot out of me because I tire 
very quickly sometimes, but yet the joy that it brings me and other people. I really, really 
am enjoying that part of my life. (P2) 
 
For the two participants without children, their valued connection with others was on a 
broader scale. Both had personal Facebook pages that were used for different avenues, but the 
main reason behind them was to connect with others: it was clear these connections were very 
meaningful and important to either participant. P6 talked about her advocacy work, and how it is 
the main source of meaning in her life. She stated, “It makes me feel like I’m helping people 
realize that they are not alone, and that is something that I felt for so long.” Here, P3 talks about 






I run a page with followers in something like 40 countries, mostly activist themselves 
who re-share stuff with just obscure news I found that needs to be signal boosted or 
things that. I've thought of that I think are worth sharing widely, reassurances to 
marginalized groups, but a lot of it's just obscure news from sources most people have 
never even heard of that should be better known, like stuff from the medical community 
especially, or of the queer community. (P3)  
 
Theme 5: Accomplishment 
 Participants spoke of accomplishments in their past, present, and future. Past 
accomplishments were mainly sport or career-related, and spoken about with a sense of longing 
and pride. Present accomplishments were mainly focused on the self, family and friends, and 
work. Future accomplishments came in the form of goals, which centered around one’s own 
health, and family and friends. The sub-themes for this section include: resilience (sub-theme 
5.1), and a healthier future (sub-theme 5.2).  
Resilience (Sub-theme 5.1)  
Throughout every participant’s interview, there were moments where the participant’s 
strength or courage came through, as it related to their chronic pain. The compilation of these 
moments resulted in the accomplishment of this striking inner strength, which can only be 
described as resilience.  
Resilience implies experiencing adversity and adapting in order to bounce back and 
thrive, sometimes in changed ways. Research supports resilience as an important process in the 
experience and management of chronic pain. In this context, resilience is divided into three 
primary components: recovery, sustainability, and growth (Ruiz-Parraga et al., 2014). While 
there can be fluctuations in the components, the following participant quotes represent the 







I think the only thing I'd like to add is that I'm, I'm, really proud of myself. And I don't 
say this very often because I have worked really hard to get where I am. I have worked 
very hard to still be alive after 2011… I feel like I am a more authentic person now than I 
ever was before. (P2) 
 
The component of sustainability refers to the ability to sustain valued activities in life:  
 
Becoming not just an advocate, but an advocate who has a fair amount of people 
following me and reading my stuff on social media has made me feel really proud, 
especially since there are so many others out there to follow. (P6) 
 
So, instead of focusing on what I can’t do, I focus on what I can do, and how I can be of 
help to other people and not worry so much about how life kicked me...Life is hard, but 
isn’t that why it is wonderful? Because if it was easy, we wouldn’t appreciate it. (P4) 
 
Lastly, the component of growth refers to coping efficacy, benefit finding, a new 
learning, and lower emotional reactivity to pain (Sturgeon & Zautra, 2010): 
I have more worthy goals now than I did before I was disabled, and a lot of it is because I 
became disabled. It's not a good thing, but it’s had some good results. It helped me to 
understand what it's like to be marginalized on a much deeper level especially. Or a 
different kind of marginalized from autism. These days my goals are pretty open ended. 
Change the world for the better. (P3) 
 
But that really does give me meaning, and just the fact that I’ve been through so much, 
not just with my chronic pain journey, but in life, and I'm still here. I’m still here. I think 
that tops everything. (P5) 
 
A Healthier Future (Sub-theme 5.2)  
A healthier future for participants involved various aspects related to the improvement of 
their health, for their sake and the sake of those around them. Physical activity or exercise is an 
established recommendation in the management of chronic pain. P5 spoke about how her chronic 
pain has limited her mobility at times, and how she very afraid to lose her independence; in turn, 
this motivates her to keep “being active,” and be “the best person [she] can be” every day. P3 
also expressed wanting to regain some of their physical ability; specifically, “regaining things I 





So I think my goals and my wishes are to be as healthy as long as I can, and even though 
I have a lot of health issues, I don't consider myself to be a sick person. I think if I did, I 
wouldn't do anything. So I just try to be as active as I can, and for as long as I can. I think 
probably, it's probably, pretty much, “A” stay active, and “B” just keep interested in life. 
 
Switching focus to improving one’s health for the sake of others, Sheedy et al. (2017) 
found that caring for others and a desire to preserve relationships appeared to increase motivation 
to cope with pain. Supporting these findings, P1 expressed the desire to have a “really good 
relationship” with her kids, stating that it is “the most important thing” to her. Additionally, P4 
reported his goal is “to be able to be around [his] kids for as long as possible, and provide for 
them as long as possible.” Also motivated by children, P6 spoke to wanting to improve her 
health for the child she hopes to have in the future: 
I want to also be married and have a child. I want to not just have a child, but be the 
mother that I want to be, and be the mother that I feel that child deserves.  So I really 
hope that I can get to a point where that can happen. 
 
Theme 6: Health 
The theme of Health was added to encompass the factors that contributed to each 
participant’s vitality. Given how chronic pain can affect an individual’s physical health in a 
number of negative ways, things such as eating well, moving regularly, and sleeping deeply 
become critical factors for sustaining function; moreover, the loss of function has its own 
negative effects, such as the loss of one’s livelihood. Without adequate medication and 
treatment, financial means, and necessary support from others, an individual’s function can be 
significantly impaired. The sub-themes in this section include: loss of control (sub-theme 6.1), 
adequate pain management (sub-theme 6.2), financial stress (sub-theme 6.3), and increasing 







Loss of Control (Sub-theme 6.1) 
 Living with daily moderate to severe chronic pain inevitably leads to loss of control in 
one or more areas of an individual’s life. This loss of control was felt by and spoken about by all 
participants. P2 expressed this concept in a very succinct way:  
You lose something very significant in your life by having this thing come on that you 
have not given permission to, to take over your life. And then the anger just gets 
unbelievable because you think how dare me to not be able to control this, this is my 
body. Why can't I control this? 
 
  The loss of control caused by participants’ pain showed up in a number of ways: loss of 
employment, loss of ability to play competitive sports, loss of physical and mental health 
stability, loss friends and family, and more. Participants referred to things they were once able to 
do, but are no longer possible. For example, P3 stated, “There was a time when I could sprint 
about 18 miles an hour, normal is about 12. Now I can barely walk.” On a similar note, P4 and 
P6 both played competitive sports. P4 used to play soccer and coach regularly, but now he is 
only able to “coach” soccer “once a week.” P6 swam competitively. She stated, “I was a 
competitive swimmer. I have lost that because of my disease."   
 Another area where the loss of control was felt by most participants, was in the area of 
employment. This loss of control was particularly challenging, as the work participants did was 
expressed as part of their “identity.” P5 stated: 
So I finally said, you know what? I am…I don't think I'm going survive, if I hold onto my  
job. It was my identity. I was always, always working as an office manager. I took pride 
in my work, but I knew that something was going to break real quick…the best thing was 
to stop working. 
 
 In addition to the loss of identity, P5 also expressed a loss of happiness. She stated, “I 
wish I could do all the things I did before I got sick. I was a happy person then.” P1 had a similar 






It’s been about 20 years that I've been doing secretarial work. Unfortunately, I can’t sit at 
a desk anymore because of my shoulder injury that I have. I can't keep my hand on the 
mouse. Yeah, it just causes me too much pain now, but I really enjoyed helping people. I 
was always the go-to person, and if I didn’t know something, I would find the answer 
out. That used to make me happy. 
 
 Lastly, it is important to note that while loss of control was more prominent, most 
participants expressed having as much control as possible in their lives as an “enhancer” to their 
well-being. Whether it be from the “food choices” they make or the “activities” they engage in 
for the day, feeling in control and “as close to” their “normal self” as possible enhanced their 
well-being; however, this “control” would not and could not be possible without adequate pain 
management.  
Adequate Pain Management (Sub-theme 6.2)  
All participants spoke to the issue of adequate pain management. In fact, it was the one 
thing most participants mentioned when asked directly about what they think enhances their 
well-being. P3 stated, “Adequate painkillers are right at the top, and adequate treatment in 
general…problem is, without morphine I will die.” P6 had a similar response. P6 said, “I 
wouldn't be here if it were not for pain medication, and I'm not exaggerating that.” For P1, both 
her physical and mental health needed adequate treatment. She said, “Without the help of 
medication, I would be one of those people that would be seriously hurting themselves. And 
that’s due to the emotional and physical pain.” 
It was clear that chronic pain had a toll on each participant’s physical and mental       
well-being to varying degrees. Here P2 described how her morning starts every day: 
Boy, ok. So the thing that usually wakes me up is pain. I'm probably gonna cry, sorry. I 
never have a day that I don't wake up without pain. The most important thing that I need 
to do, you know, is to get my medication. Then I am waiting an hour for it to work before 






P5 was forced into quitting work due to her chronic pain getting worse, and her 
medication regimen increasing. Due to the side effects of the medications and their interactions 
with each other, she decided to stop all of the prescription drugs she was taking. Not working 
and using “medical marijuana” is what ultimately provides her with the most pain relief. For P4, 
his medication regimen allows him to continue to work full-time, but his pain prevents him from 
engaging in soccer as much as he once did (amongst other activities). Here he talks about what 
enhances his well-being, which includes the medication he takes: 
I hate the, the, my pain, my limitations defining me.  So what I find that personally 
enhances my wellbeing is when I’m able to, you know, I’m not going to say I can do 
what I did before, but when I can come close to it.  You know I still enjoy sports.  I love 
working with kids and being out in the field and all that fun stuff, you know?  So right 
now, with my meds and pain meds I’m able to do it once a week.   I‘m not going to tell 
you that I can go back and coach high school like I used to do because I couldn't coach 
five days a week, there’s no way. 
 
While there were other coping skills and tools participants used to help manage their 
pain, medication was at the top. The aforementioned quotes not only highlight the role 
medication has in each participant’s life, but also how much it dictates their day to day function.   
Financial Stress (Sub-theme 6.3)  
Not only does chronic pain manifest in patients by a reduction in function and quality of 
life, but it also impacts the economy through direct costs associated with medical care and 
indirect costs related to lost productivity. In a 2011 report published by the Institute of Medicine, 
the annual cost of chronic pain in the United States was estimated to be $560 to $635 billion per 
calendar year, with indirect costs suggested to be the primary driver of costs in chronic pain 
(Park et al., 2016). Most participants expressed issues with finances; mainly, struggling to pay 





The loss of income due to chronic pain impacted participants to varying degrees. P2 
reported that “one of the reasons” she became a “florist” was because she doesn’t have a lot of 
income, and the work she does as a florist allows her the flexibility necessary to get her work 
done and make money. P5 talked about the financial change she has experienced since she 
stopped working: 
Then there was the financial aspect, which I lost about 60% of my salary. I can't really go 
out a lot. I have some girlfriends, who are home during the day, but I’m not going out to 
lunch every day or I'm not going shopping every day. I never had a huge social life 
anyway, but knowing now that I have financial restrictions is really hard. I would rather 
give to my daughter, than give to myself. (P5) 
 
P1 reported going on “short-term disability” initially, but having to transition to       
“long-term disability” because she was “not well enough” to go back to work. In the interim, she 
reported that she is “trying to survive off of a thousand a month,” and she doesn’t have enough 
money to pay all of her bills. P1 expressed feeling like she is in a “hole” that she will “never” be 
able to climb out. Also talking about the financial strain, P6 reported: 
I feel a lot of guilt. I do have to depend on a lot of people in my life. I am not able to 
work, so money stuff is very hard for me. It makes me feel, you know, not worthless, but 
not as worthy as someone who is able to make money. 
 
 Lastly, P3 talked about their experience trying to get on state disability, and the issues 
encountered: 
I've been fighting them for about 14 years. First on mental health, and now on physical. 
When they denied me on my first application they cheated me out of about $12,000, and 
they owe me at least that and back pay for the second one. So if I win this I'll get a 
windfall, but then I’ll have to spend it very quickly, because you're not allowed to have 
more than about $2000 after the first three months, like total in all of your bank accounts. 











Increasing Awareness (Sub-theme 6.4)  
The notion of increasing awareness was expressed by participants in a few ways: through 
their actions, advocacy, and this study. The awareness participants spoke to came about because 
of their own experience living with chronic pain, and the desire to let other people with chronic 
pain know that they are not alone. One specific topic that came up amongst a few participants 
was prescription opiates, and the difficulty to even attain a prescription due to the opioid 
epidemic going on. P3 voiced their concerns:   
To avoid epidemic people need to know exactly what's going on there. There’s a lot of 
things that are getting mixed up. So what sparked this epidemic was at least officially, um 
Purdue, the people who made OxyContin and bribed a whole bunch of doctors to over 
prescribe it. And this is true, this is been proven, but because of that there's a pendulum 
for opioid prescribing. Every generation or so they’ll either start getting used a lot and 
people start dying and they overdose, so it swings back the other way and its gets over 
regulated and people start suiciding because of lack of pain control or dying of accidental 
heroin overdoses because they are using it for pain. And that's where we are now. 
 
P6 also talked about her own struggles related to opiates, and expressed wanting “it to be 
easier for doctors to prescribe what they think a patient needs, and not let the government get in 
the way.” On a parallel note, P5 talked about the stigma surrounding chronic pain. She stated: 
 I mainly just wish there was a way to be more open about my struggles with my friends, 
and be able to normalize things like depression, anxiety, and chronic pain. The problem is 
that these issues are considered taboo, so no one talks about them, and I wish we could 
normalize it. 
 
There is no doubt living with chronic pain has its’ numerous challenges. P4 stated, “I 
think the biggest thing I want people to know is that life is what it is. It’s up to us to make the 
best of it, and to enjoy it.” P2 had a similar stance, and talked about needing to “laugh” at things 
or else it can all feel “too heavy.” P2 reported “volunteering” for different things, including this 
study, as a means to help others and raise awareness. She also talked about another study she 





I just recently had the opportunity to have a specialized blood test done through the 
University of California, and the University of Illinois. They are going to conduct a 
research study on fibromyalgia, which is one of the things I have… So I just jumped at 
the opportunity, and I told my pain doctor that even if I don't get to be part of the group 
of people that gets the medication it is fine. And if I get the placebo, it’s fine, because I 
can still do something to help other people that come after me. (P2) 
 
 The reality is one’s health not only affects the individual person, but also those around 
them. P3 put it best when they said, “It's like a hall of mirrors. So like I'm one of those people, so 
it affects me, and then my being one of those people affects my loved ones; which I can 
see, which affects me, which affects them.” Thus, by raising awareness of the issues individuals 
with chronic pain experience there is hope to not only increase their vitality, but also the vitality 



















CHAPTER V: DISCUSSION 
When pain progresses from an acute to a chronic condition, it loses its’ usefulness as an 
indicator of injury and morphs into a toxic influence. Chronic high levels of pain is a salient 
stressor that can significantly increase the allostatic load (the hindrance put on an individual’s 
physiological and psychological system in order to maintain homeostasis), leading to injurious 
effects on health and emotional well-being (Sturgeon & Zautra, 2010). Given that pain 
demonstrates this influence, it was absolutely necessary to conceptualize the participant’s     
well-being with the known effects of pain in the same breath; thus, careful analyzation and 
interpretation of the data for this study started from this premise. 
 To further articulate this premise, I want to highlight some quotes from the participants 
which reflect chronic pain’s impact on a personal, familial, and societal level.  
The personal level: 
 One of the things about chronic pain that nobody warns you about, yeah, you know the 
pain is coming, that is a given, but the fatigue that goes with it.   How tired it makes you 
to be in pain all the time, where it takes everything you have to put one foot in front of 
the other. (P4)  
 
The familial level: 
That’s how it is with chronic pain. Then there’s the people who say, “Can’t you just do  
this? Or do that?”... A very close family member will say, “Well can't you just be your 
own advocate?” I have been for 10 years! I almost don't want to talk to them about it…So 
yeah, you just get tired of fighting; you get tired of having to fight to say this is real…It’s 
like when I tell someone that I have trigeminal neuralgia…la, la, what? So I tell them my 
face hurts. Ok. (P5) 
 
The societal level: 
 
It comes down to ableism. I mean everything; every part of this is just a symptom of 
societal oppression on a wide scale. ..So anytime disability accommodation is seen as 
special, extra, not just the norm, it hurts people like me. It ostracizes us, segregates us, its 






 The purpose of this study was to examine the well-being of individuals with chronic pain 
using the PERMA model, in an effort to highlight how these individuals are flourishing with 
their pain. Results pointed to an overall moderate level of well-being. Adequate pain 
management, resilience, and positive relationships were identified sustainers of well-being, while 
loss of control was identified as the most challenging issue regarding participant flourishing. 
 Referring back to the PERMA model, the experience of positive emotions was somewhat 
equally met with negative emotions. For individuals with diagnosed mental health conditions, 
there was a definite expression of more negative emotions; however, even with the negative 
emotions, it seemed that chronic pain had a greater impact on the positive emotions experienced. 
Pulling from the idea of “we take what we have for granted, until it’s gone,” this concept seemed 
particularly true for most participants. While there was definite anger, frustration, depression, 
and sadness from the negative impact chronic pain has caused, the sense of gratitude, joy, 
happiness, and pride in being able to take on and live with chronic pain was undeniable. As P2 
put it, “I do feel very powerful over being able to live with chronic pain. It isn’t for the weak of 
heart.” This notion was expressed at some point or another by almost all participants. 
  Playing a contributing role in the emotions participants experienced were their sources of 
engagement. Loved ones and activities that over-rode pain were included under this element. 
Here the importance of relationships became apparent; specifically, children and immediate 
family members. Some of the activities that over-rode pain involved being around loved ones, 
while others kept the participant’s mind busy and distracted from their pain. It was evident, 
whether the participant explicitly stated it or not, that these were activities that had a direct 





 Every participant had positive relationships in their life, and identified who their main 
sources of support were. These ranged from family members to a broader scale of people found 
through Facebook and advocacy work. It was these relationships the participants had with family 
and friends that gave them comfort and meaning; conversely, meaning for participants was 
derived from the connections they had with others. At this point, it became clear that 
relationships were high on every participant’s value system and relationships were an identified 
sustainer of well-being.   
 Lastly, as it pertains to the PERMA model, resilience and future goals related to 
improving one’s health were included under the element of accomplishment. This inner strength, 
which is resilience, was present in all participants. To hear firsthand about the life of someone 
living in moderate to severe chronic pain on a daily basis, and to not see resilience, would be a 
fallacy. Further, and in support of their resilience, all participants expressed wanting to improve 
their health not just for themselves, but also for those around them: there was a clear 
determination and will to live a great life with their chronic pain.  
  Upon completion of the interviews and analysis of the data, it became evident that the 
PERMA model didn’t adequately encompass the full picture of well-being for participants; thus, 
the element of Health was added. This currently researched element included components related 
to participant vitality: adequate pain management, loss of control, financial stress, and increasing 
awareness. For participants in this study, having some stability and control over their chronic 
pain was required to even function; here, adequate pain management was identified as a main 








 The main sustainers of well-being included adequate pain management, resilience, and 
positive relationships; these three sustainers are what made it possible for these participants to 
take part in this study. Something critical to note here, is that there were participants who 
survived their suicide attempt and would have never been a part of this study. Therefore, the 
following will focus on these sustainers, and well-being enhancing components that can be used 
by mental health and medical professionals during their work with this population. 
Adequate Pain Management 
 Without a question, adequate pain management was absolutely necessary for every 
participant to even function day to day. While the degree of functioning varied amongst 
participants, medication is what made it possible. Medication helped participants to get out of 
bed in the morning, go to work, participate in valued activities, and much more.  
In talking about medication, the conversation surrounding the opioid epidemic came up. 
P6 talked about how she was “fortunate” to get pain medication even prescribed to her, given all 
of the rules and regulations imposed on prescribers today. For her, pain medication allowed her 
to participate in activities growing up, and eventually complete college. She talked about how 
difficult it is for people in chronic pain to get pain medication, and how they are just “desperate 
to live” and be able to go to their “kid’s baseball game.” She stated, “Nothing too crazy, just 
life.” This sentiment rang true for many of the participants.  
While the opioid epidemic is a huge issue on its own to tackle, one starting point could be 
with providers and their interactions with patients. Keeping in mind opioid laws may not change 





care. The application of positive psychology principles to induce positive affect and improve 
adherence has been successful in adults with chronic illness (Huffman et al., 2016).  
A study done by Jaser et al. (2015) used positive psychology interventions to improve 
adherence in adolescents with Type 1 diabetes. The findings from this pilot study indicated that a 
positive psychology approach, in which positive emotions and strengths were emphasized (rather 
than problems), was appealing to both adolescents and their parents. Therefore, the suggestion 
was for providers to inquire about the positive aspects of adolescents’ lives. For example, “What 
makes you happy?” Or, “What are you proud of?” Instead of focusing only on diabetes-related 
challenges and outcomes, some positives were highlighted.  
The suggested questions are simple, and could help to start off any medical appointment 
on a positive note. While the questions were intended for use with adolescent patients, they can 
easily be used with adults as well: the main purpose of the questions is for providers to not only 
get to know their patients on a more personal level, but to also uncover some of the positive 
things that are going on in their patients’ lives. Hopefully, this change would lead to a better 
patient/provider relationship, and better overall patient outcomes. 
Resilience  
 Upon completion of every interview, I was filled with a sense of gratitude and awe. The 
amount of courage, strength, and resilience exhibited by participants was inspiring. There were 
some participants who even recognized their own resilience, and took pride in living with their 
chronic pain. For other participants, however, it seemed more difficult to recognize or even feel. 
The following information is going to highlight how a mental health professional might help to 





 As previously noted, there is growing evidence that positive psychological well-being is 
associated with reduced risk of physical illness and prolonged survival. A common theme in 
positive psychology is that although resilience may be dispositional and trait-like, there is 
considerable evidence that it is also state-like and open to development; thus, improving resilient 
behavior could be an important target for treatment, as resilient behavior appears as the path to 
capacity (Ramirez-Maestre et al., 2012). 
 Ramirez et al. (2012) found that higher levels of resilience were associated with higher 
levels of pain acceptance, active coping strategies, and adjustment to pain. They suggested the 
use of Acceptance and Commitment Therapy (ACT) or Contextual Cognitive-Behavioral 
Therapy (CBT) as a means to focus on resilience, which in turn would help with pain acceptance. 
Supporting this suggestion, Trompetter et al. (2014) administered an internet-based ACT        
self-help intervention to chronic pain sufferers with significant results. Participants showed 
superior improvement on depression, pain intensity, pain interference in daily life, psychological 
inflexibility and pain catastrophizing. Additionally, Peters et al. (2017) administered an       
eight-week internet-delivered positive psychology and CBT program aimed to enhance         
well-being in patients with chronic pain: both programs were equally effective at increasing 
happiness in the patients. Thus, there are a few different avenues for mental health professionals 
to choose from when working with individuals with chronic pain, as a means to increase their 
resilience and improve their overall well-being. 
Positive Relationships 
 An interesting finding in this study was the mention of children throughout the PERMA 
elements. The importance of children, loved ones, and friends was a clear value amongst all 





study, another study with a different group of individuals living with chronic pain might produce 
other results in terms of positive relationships; however, research supports relationships as a high 
value held amongst all people. Therefore, looking at the relationships individuals with chronic 
pain have in their lives would be a good place to look at for enhancing well-being. 
 The word “family” is fluid, and includes individuals and animals a person sees as such. 
Aside this particular notion is the fact that our ability to meet and connect with people from all 
over the world has expanded due to social media. I highlight this point because it can be easy to 
look at an individual’s relationships, and only think about people who are in their immediate 
family or people they see in person.  
This study highlighted the support two participants, in particular, have received through 
social media; for P6, the support and joy she gets from her advocacy work is undeniably special. 
Other participants also talked about having participated in on-line groups and events involving 
their chronic pain diagnoses. The support is there, and it seems that it is a matter of helping 
patients connect with others in a way that is comfortable and supportive to them.  
For those who may not be able to connect with other people, animals are another avenue. 
Carr et al. (2018) found that dogs provided the following for individuals living with chronic pain: 
meaning, caregiving, emotional support, and companionship. They proposed that living with a 
dog may enhance the quality of life and provide support that mitigates an individual with chronic 
pain’s suffering, and enable them to live a more meaningful life. While getting a dog might not 
always be possible, other animals also have the ability to provide the comfort and support an 








Having chronic pain can range from being completely disabling to substantially 
interfering with one’s day to day activities. It is also completely subjective, making it incredibly 
difficult for others to fully understand and adequately treat at times. This reality is what can 
make living with chronic pain challenging; however, the results of this study prove that 
individuals with chronic pain can, and do flourish in their lives.  
While it’s not to say that every participant was flourishing equally, I had the benefit of 
being on the outside and looking in. This point is incredibly important to note, as it can be easier 
to see the negatives versus the positives, even in your own life. I was able to hear about the 
things that weren’t going well, but also clearly see all the things that were. The main “detractor” 
of well-being amongst participants were co-occurring mental health disorders: these disorders 
mainly had a negative impact on participant emotions, outlook, and engagement in enjoyable 
activities outside of their house. Also important to note here, none of the demographics noted for 
the study appeared to be detractors, or appeared to have any significant impact on the results of 
the study (i.e., age, medical diagnoses, years in pain, etc.). Given the interplay between physical 
and mental health, future studies examining this population will likely run into similar findings. 
With this in mind, future studies would benefit from implementing the aforementioned 
premise I highlighted. It is absolutely necessary to take into account how chronic pain affects an 
individual, while interpreting their well-being. It would be easy to look at well-being through an 
ablest lens, and not through the lens of someone living with daily moderate to severe chronic 
pain; therefore, one recommendation would be to have someone who lives in chronic pain be an 





Another suggestion for future studies would be to let participants know ahead of time that 
the study is going to look at their well-being. Participants for this study were only told that they 
were going to speak to their experience as someone living with chronic pain prior to the 
interview; doing so reduced any preconceived thoughts about well-being, thereby lending itself 
for more raw and unscripted answers on the subject. While the answers were what participants 
thought of in the moment, there was a sense that more information would have been divulged by 
participants had they known ahead of time; for example, sometimes answers given were only a 
sentence or two for a question. Therefore, this issue made finding sub-themes amongst all 
participants more challenging. 
Also in regards to participants, there were only six for this study and they had varying 
chronic pain conditions. While on some level, “chronic pain is chronic pain,” having participants 
with the same pain condition would lend for better homogeneity. Additionally, having a larger 
number of participants would help with significance and lend itself to have more external 
validity.  
 In closing, it is time that we change our conversation and outlook surrounding individuals 
with chronic pain. They are strong, they are tough, and they are resilient.  Imagine how different 
treatment would look if individuals with chronic pain were thought of this way? This study 
highlights that these individuals are flourishing with their chronic pain, and that all they want is 
to live their lives as painlessly as possible. So it is time we all participate in being part of the 
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Screening Questions  
1. Are you over the age of 18? 
2. How long have you been in chronic pain? 
3. What is your medical diagnosis or diagnoses related to your chronic pain? 
4. Are you in physical pain on a daily basis? 
5. How would you rate your pain, on a scale from 0-10 (0 = no pain at all, 10 = worst pain 
imaginable), on average? 
a. Have you ever been below a 4 in the past 90 days? 
6. Can you access transportation, in order to meet for the interview for this study? 
Additional Demographic Questions 
1. Identification number (i.e. P1, P2, etc.) 
2. How old are you? 
3. What is your gender? 












































For my dissertation I am conducting a qualitative study researching the lived experiences 
of individuals with chronic pain. I am hoping one of you know someone who meets the 
following criteria, and would be willing to participate in my study. Also, I cannot 




The individual needs to be at least 18 years old. They need to have been in chronic pain 
for at least 3 months. The individual has to have moderate to severe chronic pain on 
a DAILY basis. The individual needs to be able to get to access transportation or Skype 
for the interview.  
 
The interview will probably take 1-2 hours total. If you think someone is appropriate for 
this study, please tell them to e-mail me directly at …@gmail.com. Please do not have 
them e-mail my Antioch account. I will then get in touch with the individual, and ask 
them some screening questions to see if they are appropriate for the study. If deemed 
appropriate, the participant will receive a $25 VISA gift card for their participation. 
 





































Project: Flourishing With Chronic Pain 
Principal Researcher: Michelle Taylor, Psy.D. student in Clinical Psychology 
 
You are invited to participate in a research study. The purpose of this research study is to better 
understand the lived experience of individuals who have moderate to severe chronic pain.  
You are being asked to participate because you are an adult living in daily moderate to severe 
chronic pain. 
If you participate in this research, you will be asked to participate in one in-depth interview that 
may last 1-2 hours. Some basic demographic information will be collected, and questions during 
the interview will inquire about your experience as an individual living with chronic pain.  
Participating in this study may bring up a variety of emotions for you. The information you share 
could bring up positive or negative emotions. Please feel free to share only what you are 
comfortable sharing, and know that you are able to stop the interview at any time. There will be a 
list of mental health resources available to you at the end of the study.  
Your participation will take approximately 1-2 hours of time.  A $25 VISA gift card will be 
given to you as a small token of appreciation, but only upon completion of the interview. The 
gift card will not be given if all interview questions are not answered. 
Your participation in this research is strictly voluntary. You may refuse to participate at all, or 
choose to stop your participation at any point in the research, without fear of penalty or negative 
consequences of any kind.  
The information/data you provide for this research will be treated confidentially, and all raw data 
will be kept in a secured file by the principal investigator. Results of the research will be reported 
as aggregate summary data only, and no individually identifiable information will be presented.  
A one page write-up of emergent themes from the study will be provided to you upon request. 
You also have the right to review the results of the research if you wish to do so. A copy of the 




There will be no direct or immediate personal benefits from your participation in this research.  
This research study has been reviewed and Certified by the Institutional Review Board, Antioch 
University, Seattle. For research-related problems or questions regarding participants' rights, you 





The primary researcher conducting this dissertation study is Michelle Taylor, Psy.D. student in 
Clinical Psychology. The supervising dissertation chair is Chris Heffner, PhD, Psy.D., who can 
be contacted at cxxx@xxxx. If you have questions later, you may contact Michelle Taylor at 
mxxx@xxxx.  
I have read and understand the information explaining the purpose of this research and my rights 
and responsibilities as a participant. My signature below designates my consent to participate in 
this research study, according to the terms and conditions outlined above. 
 
Participant Name (printed): _________________________________________________ 
 
Participant Signature:_______________________________ Date: __________________ 
 
Participant Phone Number:__________________________________________________ 
 




In addition to agreeing to participate, I also consent to having the interview audio-recorded.  
 
Participant Signature:_______________________________ Date: __________________ 
 
Printed name of person obtaining consent ______________________________________ 
 









































Mental Health Resources in King County 
If you’re struggling to deal with your pain and are feeling hopeless or distraught, please call the 
National Suicide Prevention Lifeline at 1-800-273-8255. 
If you’re in King County you can call the Crisis Clinic line at 1-866-789-1511. 




The Arthritis Support Network – Seattle, WA 
Offers monthly support meetings to adults living with all types of arthritis and rheumatic 
diseases – meetings can be found on-line. 
 
Center for Chronic Illness 
www.thecenterforchronicillness.org 
Offers monthly support group meetings throughout king county for those living with a chronic 
illness. Please check website for specific details. 
Chronic Pain Anonymous 
www.chronicpainanonymous.org 
Offers in-person, on-line, telephone, and zoom meetings for anyone living with chronic pain. 
Please check website for specific details. 
National Fibromyalgia & Chronic Pain Association 
www.fmcpaware.org 
Offers supports groups throughout Washington for those with fibromyalgia and other chronic 
pain conditions. Please check website for specific details. 
Spondylitis Association of America 
www.spondylitis.org 
 
Seattle Spondylitis Support Group – Seattle, WA 



































Questions to ask after participant signs the Consent form: 
1. Do you have any questions regarding the confidentiality of this study? 
2. Do you have any other concerns regarding anything else related to this study? 
Primary Interview Questions 
1. Please tell me about your experience as an individual living with chronic pain. 
a. What do you think enhances your well-being? 
b. What do you think detracts from your well-being? 
2. Please describe the emotions you experience on a daily basis. 
a. What positive emotions do you experience? 
3. What are the things in life that make you truly happy? 
4. Please describe the times you feel most engaged in your life.  
5. Please tell me about when you feel completely immersed in the tasks you are doing. 
6. Please tell me about times you are particularly excited or interested in things. 
7. Please describe your current relationships with others (i.e. parents, siblings, children, 
etc.). 
a. Please tell me about relationships that are particularly positive for you. 
8. Please tell me about what gives you meaning in your life. 
9. Please tell me about what is valuable and worthwhile in your life. 
10. Please describe the role of accomplishment in your life. 
11. Please tell me about your goals and dreams. 











































She has recommended that I do yoga, physiotherapy, occupational therapy, and other 
things, but I stay at home because of my anxiety. My anxiety stops me from doing a lot 
of stuff to help my pain. It sounds like I am making a lot of excuses, but I’m not. It’s like, 
I am in physical pain, and it hurts me to do what I need to do each day. I don’t know.
P3 + P5 anxiety
Yeah generalized anxiety disorder on top of situational anxiety on top and cyclothymia - 
reported dx of anxiety
P2 sadness
Umm, so my emotions are, in the morning of course, with the pain, like I'm just really 
hurting so I can barely wait for the medication to kick in. I'm usually, it depends on my 
pain level how emotional I am. I am sad and angry, and I could cry. 
P5 depression my sould is dead right now bc of chronic pain
P3 anger
The best way to treat depression is to treat the causes of depression which in the 
case of having chronic pain generally are not the pain directly, but how the pain limits 
the rest of our lives. So I can't open heavy doors without injuring myself that limits 
where I can go without help. I can't walk very far; I can't reach very high even though 
I'm very tall. You know systemic barriers to all of those that cause a lot of frustration, a 
lot of anger
P6 frustration
It makes me feel very frustrated that I can’t just be out in the world, and create my own 
life because of the challenges I do. I have always been someone who wants to work, I’ve 
always been someone who wants to get my masters, and build a career and do something 
in my life. The fact that I have all this drive mentally, but I’m not able to do it because of 
physical things, is really, really hard. 
P4 shame
One of the things I’ve found is that it hasn’t changed me except for that, and it may be part 
of my depression or something along those lines, but it has increased the strength of my 
feelings.  You know I’ll cry at the drop of a hat.  We’ll go to the movies and a sad scene 
happens and I’ll just start weeping.  That wasn’t me.  I don’t want to say manic, but it’s 
close to it.  Sometimes it feels like my emotions can, if I let them, they’ll overflow easily.  
Where that was not me ever.  I was a very controlled person.  I wasn’t overly excitable, and 
suddenly I am.  I mean I fight, I fight it, but it’s more of a battle.  I have to make a conscious 
effort to not allow my emotions overwhelm me. 
P6 guilt
I feel a lot of guilt. I do have to depend on a lot of people in my life. I am not able to work, 
so money stuff is very hard for me. It makes me feel, you know, not worthless, but not as 
worthy as someone who is able to make money.
